THIS patient came to me with a suggested diagnosis of leukoplakia. I thought that it was not ordinary leukoplakia and was struck with the close resemblance the appearance of the tongue bore to the cases described recently by Fordyce and published in the American Archives of Dermatology, of which an example was shown by Dr. Barber at a meeting of this Section two months ago.' There are a number of bosses on the posterior part of the dorsum of the tongue, growing up on either side of a deep furrow. The furrow is not produced by contraction of fibrous tissue, and by drawing the bosses aside it can be seen that the furrow contains normal papillae at the bottom. The remainder of the tongue is smooth and, except for a few small areas, completely stripped of papilhe. There are no nmilk patches. I have recently seen the case that Dr. Barber showed here, and in this case the anterior portion of the tongue is becoming stripped in a similar way. There are a large number of small papillomata to be seen on the palate. These were also present in Fordyce's cases. I had one of these papillomata removed and the section shows that is a simple papilloma.
Postscript. -I have recently come across the following article, in which a number of similar cases are described. No reference however is made to papillomata. Brocq et Pautrier, "Glossite Losangique M6diane de la Face Dorsale de la Lanque," Ann. de Derm. et de Syph., 5me Serie, viii, 1914-15. Case of Xanthoma. By G. H. DOWLING, M.D. I SAW this patient, a female, for the first time two days ago. Her history is that seven years ago she began to develop bilateral tumours of the tendo Achillis. At about the same time a group of xanthoma tuberosum nodules developed in the skin of the left elbow. She was operated upon by Mr. Robert Ollerenshaw, of Salford, four years ago; he removed the tendon tumours and the xanthoma nodules of the left elbow. It occurred to me that these tumours might also be xanthoma, and I wrote to Mr. Ollerenshaw asking him for information on this point. He kindly referred me to his published account of the case in the British Journal of Surgery, 1923.2 I have looked up the account, which states that: " The tendon was greatly thickened and had many yellow coloured areas on the surface and also infiltrating its fibres. Certain of these patches were also present in the subcutaneol4s tissue."
Since the date of that operation a fresh group of xanthoma nodules has appeared on the right elbow, and the tendo Achillis on both sides has again begun to thicken, Section of the tendon tumours at the time of the operation showed a considerable number of giant cells among the tendon fibres, grouped round areas apparently containing lipoid. The account states that unfortunately this tissue was thrown away before special staining for lipoid could be done. It appears certain, however, that these tumours were of the same nature as the xanthoma nodules in' the skin, and the condition is due to a generalized cholesterin.emia.
DISCUSSION.
Dr. F. PARKES WEBER alluded to the occurrence of xanthomyelomata (" myeloid tumours of tendon-sheaths ") and xanthomyelosarcomata in the absence of any cutaneous xanthoma. He likewise referred to the relationship of arterial atheroma with cutaneous xanthoma. At the old Dermatological Society of London, in 1902, Mr. Willmott H. Evans showed a well-developed man, aged 41, with a nodular patch of xanthoma at each elbow (British Journal of Dermatology, 1902, xiv, p. 465 ). These xanthoma patches were successfully removed by Roentgen-ray treatment. But, about seven years later, the patient commenced to suffer from " intermittent claudication of the lower extremities." The symptoms were at first slight, but gradually increased in severity, so that in January, 1911, when Dr. Weber with others saw him, he could not walk much more than 200 yards without having to rest temporarily on account of a sensation of pain or severe fatigue in the calf-muscles of one or both legs. The pain or discomfort rapidly passed off on resting, and he could then proceed another short distance, and so on. No pulsation could be felt in any of the arteries of either foot, and this classical symptom-complex was obviously due to deficient arterial blood-supply to both legs. The intermiittent claudication continued till the patient's death (from cancer of the large intestine) in 1913. The abdominal aorta and iliac arteries (No. 1432b amongst the pathological specimens in the Museum of St. Bartholomew's Hospital, London) showed that the cause of the arterial obstruction was " nodular sclerosis with atheromatous ulceration." Syphilis could be excluded as a cause. Arterial atheroma was histologically a kind of " nodular xanthoma of the arteries," and to some extent pathologically and aetiologically analogous to cutaneous xanthoma. Dr.
Weber suggested that patients with nodular xanthoma of the skin-if not being specially treated for diabetes mellitus-should be dieted so as to diminish excess of cholesterin in the blood (limitation of fatty meat, eggs, &c.). In that way, perhaps, a xanthomatous eruption on the skin, serving as a danger-signal, might enable the doctor to ward off or delay the onset of grave atheroma of the arteries and cardiac valves.
Dr. J. M. H. MAcLEOD directed attention to an article on xanthoma tuberosum multiplex in the American Archives for February. There was in it a careful record of the post-mortem findings.
An Unusual Case of Unilateral Sclerodactylia and Lupus
Erythematosus, with Raynaud Phenomena, in a Syphilitic Woman.
By GEORGE PERNET, M.D.
THE patient is a housewife, aged 58. According to her, the trouble started six years ago with " chilblains " about the fingers of the right hand, accompanied by some symptoms of local asphyxia, during the winter time, but the condition went on all through last summer and became permanent. There is a marked difference between the appearances of the two hands, the left one being normal. The right one shows atrophy and tightening of the skin, and also atrophy about the terminal phalanges, especially of the little and ring fingers. A skiagraph demonstrates rarefaction of bone. There is lupus -erythematosus about the flexor surfaces of the right fingers. She complains of tenderness and pain in the right lhand. There are also similar changes to a less degree about the lower end of right forearm. Eight years ago she noticed changes in the skin of the left thigh and on examination I found a serpiginous infiltrating syphilide leaving behind atrophic scarring of the skin over which it had travelled. There is marked glossitis. On iodide of potassium administration the syphilide bas involuted and the condition of the tongue has improved. I am indebted to Dr. Grainger Stewart for the following notes from the neurological
